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The presence of subclinical diseases substantially increases the risk of subsequent CAD for patients with hypertension and/or diabetes mellitus, and/or elevated C-reactive protein, which is bedside recognizable with the aid of QBS.
Notoriously subclinical, and consequently dangerous, coronary heart disease is much prevalent among older individuals, always positive for IRR of CAD, which is independently associated with CAD risk, and it substantially increases the risk of CAD acute events, which is too often deadly among individuals with hypertension, dyslipidaemias and diabetes mellitus. 2, 7 In the following, we suggest a useful, reliable and clinical manoeuvre, easy to apply, that proved to be efficacious in recognizing clinically silent CAD, its IRR [3] [4] [5] [6] and heart ischaemic diseases before their occurrence.
Moreover, it is well known that patients with CAD may have no symptoms at all for years or decades. In addition, the electrocardiographic features of ischaemia may be induced by exercise without accompanying angina. 2, 3 Physicians can bedside diagnose IRR of CAD and overt CAD just in 1 s. In healthy individuals, 'intense' digital pressure, applied at any point of the precordium, does not bring about 'simultaneously' the aspecific gastric reflex: negative Caotino's sign. On the contrary, in an individual with CAD IRR or overt CAD, even silent and/or initial, under an identical experimental condition to that described above, heart-aspecific gastric reflex appears 'simultaneously', showing an intensity related to the seriousness of underlying disorder: positive Caotino's sign. 6 The severity of the underlying disorder is diagnosed by more refined QBS signs such as myocardial ischaemic preconditioning, [2] [3] [4] by means of the auscultatory percussion of the stomach, which is described in old academic books of the last two centuries.
In healthy individuals, digital pressure of mean intensity, applied on the heart's cutaneous projection area, brings about an aspecific gastric reflux (which is dilated in the stomach and fundus dilate, while the antral-pyloric region contracts) after a latency time (lt) of 8 s, which lasts less than 4 s. The latter parameter value is of paramount significance, since it parallels the efficacy of coronary microcirculatory functional reserve. [2] [3] [4] [5] [6] [7] A second, successive evaluation, performed after an interval of 5 s, provokes an identical reflex, but with doubled lt (16 s): physiological myocardial preconditioning, type I.
On the contrary, in patients with CAD, even initial and/or silent, that is, subclinical, the increase in lt is not statistically significant (less than 16 s, as in the presence of IRR of CAD), or the results are clearly lower than the basal value in overt severe CAD.
CONFLICT OF INTEREST
The authors declare no conflict of interest. 
S

